
Clinical Department.
AN EXPERIENCE WITH CASCARA.

BY RICHARD F. CHASE, M.D., BOSTON.

In a recent case of gastric ulcer I prescribed
Ext. Cascara Sag. Fl. (P. D. & Co.), directing
the patient to take 15 to 20 drops before each meal
and to diminish the dose as the bowels became
regulated. At the next visit the patient reported
that the medicine had not materially influenced
the actions of the bowels, that even teaspoonful
doses had caused only slight evacuations, more-
over, she said the medicine was not as bitter as
I had given her to understand. My suspicions
were aroused as to the product she was using,
so requested her to bring to me the bottle and
its remaining contents. On its receipt, I at once
discovered by the taste and odor that the prepa-
ration was not the one I had prescribed. I had
the same prescription filled at another druggist's
and the desired result was obtained. Assuring
myself in so far as possible, that substitution had
been practiced in the case of the original prescrip-
tion, I wrote the pharmacist accusing him of
substitution. He at once denied the accusation
and brought to my office the stock bottle from
which the prescription had been filled. The
bottle bore the proper label, but by comparing
its contents with samples of the true product the
druggist was soon convinced that something was
wrong. Assuring him that his preparation was

practically an inert one he left the bottle with me.
With the assistance of a representative of

P. D. & Co., it was discovered by the number
on the label, that the bottle of fluid extract of cas-
cara had been put up by his firm in 1888, eighteen
years previously. What preparation of cascara
the bottle contained at this time could not be
learned, but as cascara does not deteriorate with
age, as I understand, the most natural conclusion
is that sometime in the past another than the
original product had been poured into the
bottle. The mutual understanding between the
druggist and me is that he unintentionally
substituted.
This experience explains how in an unusual

way an inferior product may be substituted for
a good preparation.
My experience with and confidence in the

preparation prescribed has led me twice in the
past two years to the detection of practically
worthless preparations of cascara. I have often
heard physicians state that they do not obtain
results with this drug (but many more that
they do); the reason I have found at times is
that either a good fiuid extract was not used or
else the drug was not properly administered.
In the cases in which a laxative is indicated (and
the number is far less than is generally supposed
if other measures are properly carried out) I
have found no drug so generally beneficial as a

good fluid extract of cascara, when given in small
doses three times a day before meals. The same
amount given in less frequent doses will not
produce the same results.

Medical Progress.
REPORT ON THE PROGRESS OF SURGERY.
BY HERBERT L. BURRELL, M.D., BOSTON, AND H. W. CUSHING, M.D.,

BOSTON.

(Concluded from No. 18, p. 500.)

THE MANAGEMENT OF CERTAIN CRITICAL CASES OF
INTESTINAL OBSTRUCTION, WITH REPORT OF

CASES.

John W. Elliot,10 in a veiy interesting paper
on this subject, read before the American Surgical
Association in July, 1905, gives the following
summary :

(1) We find the prevalent method of enter-
ectomy with immediate suture in cases of intes-
tinal obstruction attended with a high mortality,
due to the changed condition of the distended
bowel.
(2) Enterostomy with later enterectomy is to

be reserved for the cases unable to bear primary
enterectomy.

(3) Enterectomy with a temporary artificial
anus should be the operation of choice in all
critical cases of intestinal obstruction, where there
is an opportunity for resection, whether it in-
volves the large or the small intestine.
(4) The suggested improvements in the tech-

nique are as follows :
The upper distended bowel should not be

opened until the peritoneal cavity is completely
closed. (This is already the practice of several
surgeons.)
The open ends of the bowel should be stitched

together on their mesenteric side before they are
fastened into the parietal wound. This will
greatly facilitate the later closing of the artificial
anus.
When the artificial anus is in the small intestine,

the partially digested discharge from the upper
opening should be collected and injected into the
efferent opening.
(5) The closing of the artificial anus is a safe

operation, and hardly disturbs the convalescence.
(6) Up to the present time not enough cases

have been done by this method to estimate its
relative mortalit}*, but the cases here reported,
with those referred to, suggest the probability
of better results than have been obtained by
enterectomy with immediate suture.

THE TREATMENT OF DIFFUSE SEPTIC PERITONITIS.

Le Conte,11 after a brief experience with the
method advocated by Murphy in the treatment
of diffuse peritonitis, is impressed with its value.
He states that Murphy's technique may be
ranged under six headings, as follows:
" (1) The rapid elimination of the cause of

the peritonitis, whether it be a perforation of the
bowel, a gangrenous appendix, a ruptured pus
tube, etc. This must be done with the least
possible handling of the peritoneal contents.
" (2) Drainage by tube of the lowest portion

10 Annals of Surgery, November, 1905, p. 068.
11 Ibid., February, 1906, p. 231.
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of the pelvis through a suprapubic opening, and
free drainage through the operative incision.
" (3) The elimination of all time-consuming

procedures at the time of the operation.
" (4) The semi-sitting position of the patient

after operation, the so-called Fowler posture.
" (5) The absorption of large quantities of

water through the rectum, which reverses the
current in the lymphatics of the peritoneum,
making the surface of that membrane a secreting
instead of an absorbing one, and also markedly
increasing the secretion of urine.
" (6) The prevention of peristaltic movements

of the intestines by withholding all food or liquids
by mouth, and, perhaps, by the administration
of opium."
AN EXPERIMENTAL STUDY OF THE LOCAL EFFECTS

OF PERITONEAL DRAINAGE.

Dr. John L. Yates n has contributed a valuable
article, to which was accorded the Senn medal in
1905, by the Surgical Section of the American
Medical Association. The conclusions that he
reaches are of interest and are as follows:
Drainage of the general peritoneal cavity is

physically and physiologically impossible.
The relative encapsulation of the drain is

immediate.
The absolute encapsulation occurs early (less

than six hours in dogs), and can be retarded, but
not prevented.
The serous external discharge is an exúdate due

to the irritation of contiguous peritoneum by the
drain.
There is a similar inward current from the

potential into the general cavity.
This external exúdate diminishes remarkably

with the formation of encapsulating adhesions.
These adhesions, under approximately normal

conditions, form about any foreign body.
Their extent and density depend on the degree

and the duration of the irritation of this body.
Primarily fibrinous, these adhesions become

organized in a few days (three days in dogs).
If the irritation persists, they become pro-

gressively more mature fibrous tissue.
After irritation ceases, their disappearance

depends principally upon a mechanical factor,
—the ability of the involved surfaces to pull them-

selves or to be pulled loose.
Drains should be the least irritating, and should

be gradually and finally removed as soon as

possible.
Irrigation through drains is futile to prevent

adhesions, and dangerous.
After a drain is inserted, all intra-abdominal

movements should be reduced to a minimum.
As soon as the drain is removed, intra-abdomi-

nal activity should be stimulated, to aid in the
disappearance of the remaining adhesions.
Peritonitis, if not too severe, possibly aids in

the rapidity of the encapsulation of the drain.
A drain in the presence of infection is dele-

terious to peritoneal resistance, and should only
be introduced to exclude more malign influences.

Postural methods, unless destined to facilitate
encapsulation, are both futile and harmful, as
far as drainage is concerned.
Peritoneal drainage must be local, and unless

there is something to be gained byrendering an
area extraperitoneal or by making from such an
area a safe path of least resistance leading out-
side the body, there is, aside from hemostasis, no
justification for its use.

SUBPHRENIC ABSCESS.

F. Perutz,13 in an exhaustive article on this
subject, has reviewed 158 different articles on the
same subject. He has collected 214 cases.
Inflammatory processes in the neighborhood of
the stomach and appendix are the most frequent
cause of a subphrenic abscess. The symptoms
may be either acute or very insidiously chronic
in character. Usually the organs in the vicinity
are pushed forward and outward as the fluid
collects beneath the diaphragm. There is limi-
tation of movement of the side of the thorax
which is in contact with the effusion, and not in-
frequently extension of the inflammation through
the diaphragm constituting, when gas is present,
a subphrenic pyopneumothorax. This extension
to the pleura is accounted for by the extensive
lymphatic communication between the two
places.
THE SURGICAL TREATMENT OF TUBERCULOUS

GLANDS IN THE MESENTERY.

This very interesting subject has not received
the attention which it demands. Corner 14 states:
" Tuberculosis of mesenteric glands is found most
frequently in adults affecting the lymphatic
glands which drain the appendix or the ileo-cecal
region. Though I have no intention of quoting
specific examples, this class of cases must be
referred to. In my lectures delivered at the
Royal College of Surgeons of England in 1904, it
was pointed out that the cecum was the second
place of rest for food in the alimentary canal, the
stomach being the first. Moreover, the cecum
is the situation which a hundred- or thousand-
fold contains more micro-organisms than any
other part of the intestinal tract. These two
points, the delay in the passage of food and the
presence of organisms, lead to the presence of
lymphoid tissue in the cecal region as a protective
measure, and of its inflammation, appendicitis.
Thus there are three reasons why the lymphatic
glands in this situation should be those most
frequently affected; namely, the delay in the
passage of the food material, the presence of
organisms, and the presence of inflammation.
In operating on the appendix enlarged glands
have been frequently found, either in the mesen-
teriolum itself or at the ileo-cecal junction, which
have turned out to be caseous or partially creti-
fied. It is a most curious fact that suppuration
is very uncommon in the mesenteric glands.
Even in a septic disease like acute appendicitis
with abscess, suppuration is exceedingly rarely

12 Surgery, Gynecology, and Obstetrics, December, 1905.

13 Centralblatt f. d. Grenzgebiete d. Med. u. Chir., Jena, vol.
viii, No. 10.
" The Lancet, Dec. 23, 1905, p. 1825.
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seen. The most probable explanation seems to
be that the abdominal lymphatic glands which
drain the intestinal tract become tolerant and
inured to the products of bacterial action, so that
they are very rarely excited to the pitch of
suppuration."
Mr. Corner then gives the histories of four cases

of tuberculous glands of the mesentery where he
operated. He considers that there is a very close
relationship between tuberculous peritonitis and
tuberculosis of the mesentery glands. The
tuberculous mesenteric glands are the result, as
he clearly states, of tuberculous enteritis, not of
peritonitis.
THE REVERSAL OF THE CIRCULATION IN A LIMB.

Carrel and Guthrie, from the Hull Physio-
logical Laboratory, University of Chicago,15
contribute a very interesting study. The object
of this experimentation is given as follows:
" These experiments have been undertaken

with the view, both physiological and surgical,
of studying the changes of the circulation of the
limb after reversal; and of finding a method of
preventing gangrene, when the arteries of a limb
become unable to carry the red blood to the
capillaries."
The writers state: " The reversion may be

brought about by cutting the main artery and
vein of a limb and uniting the central end of the
artery to the peripheral end of the vein and the
peripheral end of the artery to the central end
of the vein. Then, from a functional point of
view, the vein becomes an artery, and the artery
a vein. The capillary circulation is also reversed."
Experiments were done on dogs and the writers

state that they demonstrate that:
" (a) The valves present, at first, the reversion

of the circulation in the veins.
" (6) After a short time, the valves gradually

give way and the red blood flows through the
veins as far as the capillaries.
" (c) Finally, it passes through the capillaries,

and the arteries are filled with dark blood.
Probably dark blood returns from the capillaries
towards the heart through some veins.
" (d) Practically complete reversal of the cir-

culation is established about three hours after
the operation."
Their conclusions are as follows:
" (1) The reversal of the circulation in a limb

of a dog is possible.
" (2) It can be established by an end-to-end

arteriovenous anastomosis.
" (3) Under the same conditions, the lateral

anastomosis does not establish the reversal of the
circulation.
" The permanent results of these operations, a

series of which are being performed under aseptic
technique in this laboratory, will be published
later. If normal nutrition of the limb were
possible, and the results of the end-to-end anasto-
mosis permanent, the operation would, perhaps,
be proposed for the preventive treatment of
gangrene following obliteration of the arteries."

ON PRESERVATION OF THE NERVE SUPPLY TO THE
BROW, IN THE OPERATIVE APPROACH TO THE

GASSERIAN GANGLION.
The paralysis of the occipito-frontalis muscle

due to the severance of the upper twig of the
facial nerve constitutes a deformity following the
incisions that are necessary to expose and remove
a gasserian ganglion. Dr. Harvey Cushing 16 has
recognized that it would be desirable, if possible,
to avoid this deformity. He states: " In mylast five operations I have again turned myattention to the question of preserving this nerve,
and have found, contrary to my expectations,that the incision and approach to the skull could
be so altered as to avoid injuring it without addingparticular difficulties to, or modifying in anygreat respect, the subsequent steps of the opera-
tion. Four of these cases have been total extir-
pations for major neuralgia; in the fifth I had
to be satisfied with simple division of the sensory
root of the trigeminus, a case in which an inopera-ble sarcoma had grown up through the base of
the skull under the ganglion, causing severe
trigeminal pain. The malignant nature of the
disease from which this patient was sufferingrendered the question of cosmetic result far less
important than in the neuralgia cases, and con-
sequently the zygomatic arch was not removed,
but in other respects the method of approaching
the ganglion has been the same in each of the five
cases." He gives photographs of one of his
patients.
The operation he states is as follows: " The

incision has been made within the hair margin,
not for the purpose of concealing the scar, because
these cicatrices are almost invisible after the
operation, but, as has been stated, in order to
avoid division of the nerve. The posterior limb
of the incision is carried down to the zygoma over
the temporal vessels, which usually must be
ligated. The skin flap is then reflected downward
and forward by blunt dissection, the handle of
the scapel sufficing for this purpose. The tem-
poral fascia, thus exposed, is incised in a line
concentric with the skin incision and likewise
reflected. The zygoma, which has thus been
brought into view at the lower angle of the
wound, is then shelled out of its periosteal sheath,
not as formerly described by making an incision
along its external surface, but by crowding for-
ward its coverings ere masse. The.exposed fibers
of the temporal may then be divided as usual
by a horseshoe-shaped incision, and the muscle
scraped away with a periosteal elevator as far
down as the base of the skull. In order to satis-
factorily expose the skull, a little deeper retrac-
tion of the flap is necessary than by the older
method, the ordinary small appendix retractor
being used for the purpose of holding down the
cutaneous and fascial part of the flap as well as
the muscle. From this point on the operation is
conducted as heretofore described."
This is one of the refinements in technique that

are so necessary to secure the best results from
operative procedure.

15 Annals of Surgery, February, 1906, p. 203. 16 Annals of Surgery, January, 1906, p. 1.
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A NEW METHOD OF EXCISION OF THE KNEE
WITHOUT OPENING THE JOINT.

Flint " recognizes that tuberculous material
smeared over the surface of the wound is a source
of danger from secondary infection. He has
planned an operation which he believes has cer-
tain advantages. It is as follows :
" The skin incision should be rectangular, the

two vertical cuts being well back at the sides of
the leg, extending from a little above the level
of the upper limit of the subcrural bursa to one
inch below the joint line. These two vertical
incisions are connected across the front of the
tibia by a transverse incision. This rectangular
skin flap with the subcutaneous tissue is reflected
upward.
" The next incision is curved, the concavity

upward. It starts in the vastus internus a little
above the upper limit of the subcrural bursa and
is carried down and outward in the direction of
the muscle fibres to the tendons of the quadriceps
extensor one-half inch above the patella, and
from here upward and outward in the direction
of the fibers of the vastus externus to a point-
corresponding to the beginning on the inner side.
The muscle with the tendon is completely divided
and burned upward, thus exposing to view the
subcrural bursa. We next- make two small
incisions on either side of the femur, starting on
each side of the patella in the incision just
described, and carried downward and backward
to the joint line. The one on the inner side
divides the tendinous expansion of the quadricei")S,
the one on the outer side the tendinous expansion
and part of the iliotibial band. After completing
these incisions the subcrural bursa is separated
from the femur with the knife and turned down,
tilting the patella when not adherent. The last
incision in front is carried transversely across the
front of the tibia down to bone just below the
joint line.
" On the inner side the sartorius and gracilis

are pushed back; on the outer side the biceps and
peroneal nerve.
" A flat retractor about one inch wide is now

introduced on the inner side behind the head of
the tibia close to the joint line. It is first intro-
duced vertically between the gracilis and sartorius
on one side, and the tibia on the other. These
muscles are pried off and the retractor brought to
a horizontal plane, the apex passing behind the
tibia. This retractor is now pushed outward,
always close to the bone until it emerges at the
outer side. All soft parts are thus held back.
" The next step is to saw through the tibia as

close to the joint as circumference seems to
warrant, the leg being still flat on the table; the
retractor being in place protects the soft parts.
" The saw-cut through the head of the tibia is

used as a joint. The femur is flexed on the body,
the leg on the femur, and with a large knife the
soft parts are quickly separated from the posterior
structures of the joint. By a little downward
traction on the leg,*combined with the pull of its
own weight, injury to the vessels is easily avoided.

This seems to be much more easily accomplished
in this manner than by the operation which
attacks the posterior structures of the joint from
the anterior aspect. One has at least a better
sense of security because one is perfectly sure of
the relation of the vessels to the knife.
" As soon as the posterior region of the condylesis exposed the femur is sawn through from behind

forward and slightly downward at a level suffi-
cient to clear the cartilage behind. This saw-cut
is carried forward until it reaches the margin of
the cartilage on the anterior surface of the femur,and the saw then withdrawn. The direction of
this cut should be downward and forward so as
to lose as little as possible of the femur and obtain
the desired slightly flexed position of the bones
subsequently. It is easy to be deceived as to
the exact position of the cartilage behind. One's
examination should be particularly careful at
this stage of the operation, otherwise the saw-cut
in the femur will be too high up.
" After withdrawing the saw from the femur

the leg is once more placed in a horizontal posi-
tion. The saw is introduced behind the sub-
crural bursa at the upper margin of the articular
cartilage on the front of the femur and a cut
made which will meet the anterior limit of the
horizontal saw-cut made from behind. This last
cut is almost vertical, in the coronal plane, and
allows the articular portion of the femur, which
extends upward in front, to be removed with the
joint.
" This is the last step of the incision proper, for

it is now possible to lift out the joint with the
patella and subcrural bursa, the articular sur-
faces of femur and tibia, all complete without
having opened the joint. Up to this point a

tourniquet is used, but inasmuch as this part of
the operation takes but little time, in fact about
ten minutes, and, in easy cases, six minutes, we
do not see the disadvantageous effects of longer
use, such as would be necessary to obtain com-
plete hemostasis in an operation which opens the
joint transversely or dissects off the structures
little by little. On removal of the tourniquet the
bleeding points can be quickly clamped and tied,
thereby reducing hemorrhage to a minimum.
" The subsequent steps of the operation differ

in no way from those hitherto customary."
A STUDY OF INFECTION OF THE KNEE JOINT BASED

UPON AN ANALYSIS OF 310 CASES.

Carleton P. Flint, in an article on this subject,18
summarizes as follows:
Non-penetrating injuries, penetrating injuries,

traumatic or operative, and knees independent
of any injury in the course of some other infec-
tious process or not, may present signs and symp-
toms not to be distinguished in the absence of
bacteriological examination from the cardinal
signs and symptoms of infection.
Certain of these cases are undoubtedly infected,

but the data at our command do not allow us to
distinguish these from such as may be due to

« Annals of Surgery, March, 1906, p. 426. 's Annals of Surgery, October, 1905, p. 570
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trauma and those possibly due to toxins second-
ary to infection elsewhere.
The knee joint has certain germicidal powers.
One out of every 22 operations upon clean

knees becomes sufficiently infected to demand
operation (4.6%).

One out of every 9 operations for recent (five
days) traumatic non-penetrating injury becomes
sufficiently infected to demand operation (11%).

One out of every 35 operations for pathological
conditions other than traumatic injuries more
than five days old becomes sufficiently infected
to demand operation and draining the joint
(2.9%).

One out of every 22 operations for simple
fracture of the patella becomes sufficiently in-
fected to demand operation (4.6%).

One out of every 71 operations for fracture of
the patella done after the fifth day becomes suffi-
ciently infected to demand operation (1.2%).

One out of every 9 to 10 operations for fracture
of the patella done before the fifth day becomes
sufficiently infected to demand operation (10.5%).
Three out of ever}* 5 cases of penetrating injury

to the knee joint become sufficiently infected to
demand operation (60%).
Of compound fractures of the patella, 7 out of

9 become sufficiently infected to demand opera-
tion (78%).
Certain knees subjected to non-penetrating

injury and not operated become sufficiently
infected to demand operation (10% of the
operated septic cases).
Certain knees become sufficiently infected to

demand operation where no history of trauma
exists or other evident septic focus in the body
(13% of the operated septic cases).
Certain knees become sufficiently infected to

demand opening and draining the joint in the
course of some evident focus of infection else-
where in the body (11% of the operated septic
cases).

One out of every 9 infected knees which have
been opened and drained dies (11%, some after
previous amputation).

One out of every 15 infected knees which'have
been opened and drained comes to amputation
before recovery (6.6%).

One out of every 31 infected knees which have
been opened and drained is resected (3.3%).
Most knee joints which have been infected,

opened, drained and recovered, show varying
degrees of functional disability, from slight limi-
tation of motion to complete ankylosis with or
without subluxation.
The average stay in the hospital of an operated

infected knee joint is between two and three
months.
When it is once determined to open and drain

a knee joint, the operation should be as radical
as possible at the start.
The position of the leg should be that giving the

best mechanical drainage, i. e., the patient should
be face down.
The risk of infection is greatest in penetrating

wounds of the knee (60%).

The risk of infection is least in operations upon
clean knees and where there has been no recent
trauma (3 to 4%).
SURGICAL TREATMENT OF INTRASPINAL TUMORS.

Richard H. Harte w reviewed the literature of
this very interesting subject and reports two
cases, one a paraplegia from Pott's disease, in
which laminectomy was done with great improve-
ment ; the second case, a dermoid cyst of the spinal
canal with operation and recovery. He has
found 87 cases in which the situation of the tumor
in reference to the dura is stated. Fifty of these
were extradural and 36 intradural. The aver-
age duration of the symptoms before operation
was two years to three months. In 6 cases the
symptoms had existed for periods varying from
four to eighteen years. The writer gives an
excellent account of the technique of the opera-
tion.

INTRAPLEURAL LIPOMA, ACUTE PERICARDITIS, .

PERICARDIAL EXPLORATION.

R. H. Fitz 20 has called attention to this condi-
tion which must be rare. He reports a case of
subpleural lipoma which was more or less the
shape of a pear, the small extremity being at-
tached most firmly to the external surface of the
pericardial sac along a line extending from the
anterior mediastinum in the region of the pul-
monary artery (where it seemed to be continuous
with the fat tissue of the pericardium) downward
on the left side toward the posterior mediastinum.
The mass of fat tissue appeared to be covered in
places by a thin, shiny la3*er resembling the
pleura. The condition was confounded with an
exudative pericarditis.
The pericardium was tapped in the fifth inter-

space near the left border of the sternum, and
again in the left fourth interspace some two
inches from the sternal edge. The cannula
entered at least one and one-half inches in each
place. Later an exploratory trocar and cannula
were inserted through the sixth left interspace in
the axillary line. The instrument entered two
or three inches, the tip was moved freely, but nofluid escaped. A bit of tissue removed by the
cannula was found on microscopic examination
to consist of fat. Other cases of intrapleural
lipoma are referred to.
Fitz recommends that aspiration be carried out

through the left xiphocostal space, and that if
aspiration is not successful incision should be
used, since it gives ample room (by resection of
the costal cartilage, if necessary), is free from risk
to the pleura and peritoneum, and enables injury
of the internal mammary vessels to be avoided
or controlled. In critical cases when aspiration
causes no outflow of fluid and the tip of the
instrument can be moved about within the peri-
cardium, exploratory, incisions should speedilyfollow.

19 Annals of Surgery, October, 1905, p. 524.20 American Journal of the Medical Sciences, November, 1905,
p. 785.
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SURVIVALS AFTER INTERSCAPULO-THORACIC
AMPUTATION.

Jeanbrau and Riche21 have analyzed the
records of the mortality of this operation for
malignant growths and state that since 1887 the
mortality has dropped from 29.16% to 7.84%.
Patients usually survived three years. The
number of cases where the diagnosis was estab-
lished histologieally is 125; absolute cure has
occurred in 24 cases where patients have lived
more than five years.

FRACTURES OF THE OLECRANON TREATED BY
SUBCUTANEOUS EXARTICULAR WIRING.

Murphy 22 states: " Considering that coapta-
tion of fragments in fractures of the olecranon is
not easily obtained by manipulation, the mainte-
nance of the fragments is frequently an impossi-
bility, and the treatment by splints or casts is
frequently followed by ankylosis or impairment
of motion, I have come to the conclusion that
operative treatment is the most advisable. On
the other hand, the exposure of the elbow joint
appears to me to be dangerous. The open treat-
ment that Lord Lister applied to fractures of the
patella, and which is practiced to a great extent
to-day in England, does not appeal to me in the
case of fractures of the olecranon. I have always
feared to open a joint, even under the greatest
aseptic precautions, for we all know that the
liabilities of infections in a joint are greater than
those in the peritoneum. Therefore, the sub-
cutaneous and exarticular wiring of the olecranon
seemed to me the most advisable and the simplest
procedure. As far as I have been able to learn
from the literature, subcutaneous wiring of the
olecranon has not been resorted to by any one
else. It is such a simple and practical procedure
that I have felt that its publication might be
beneficial to the general practitioner and surgeon,
who undoubtedly have had unpleasant experi-
ences with such fractures."
The operation is apparently an effective one,

but we cannot agree with the conclusions reached
by the writer for we never have seen an instance
of any marked disability following a fracture of
the olecranon.

A NEW METHOD OF ARTHROTOMY FOR OLD DISLO-
CATIONS OF THE SHOULDER, BASED ON EXPERI-
ENCE IN THE RADICAL BREAST REMOVAL.

E. Wyllys Andrews,23 in an article on this sub-
ject, gives the steps of the arthrotomy as follows:
(1) Incision from clavicle downward across

front of shoulder into axilla. The cut is large,50% longer than by the older methods. Never
trust a short incision here.
(2) Section of the pectoralis major near its

insertion, leaving about one centimeter attached
to bone. This muscle, being cut transversely, is
laid over with the skin flap, thus exposing the
axillary* vein and brachial plexus. The pectoralis

minor is not cut, unless the head of the humérus
and vessels have been forced under it.
(3) Careful examination of the vessels, if they

cross the tuberosity or head of the humérus, is
now made. The artery cannot readily be seen,
except by drawing aside the vein. On account
of this deep position, it is more often involved in
the adhesions, and has been the vessel usually
torn. Great care and plenty of time are needed
to separate these vessels when they or their large
branches, e. g., subscapular or circumflex, are
found adherent. No efforts at reduction should
be made until the vessels and large nerve trunks
are isolated and pulled aside. Bear in mind that
some of the reported injuries of the vessels are
due to projecting fragments or spicula on the
humérus.

(4) The forearm should now be flexed on the
arm as a lever, and an assistant should rotate,
inward and outward, with a rocking motion, and
make traction, when the fibers of the adhesions
will be seen and heard to tear gradually, so that
the range of motion increases. The operator,
while this is going on, should clear the socket of
any granulations and cut and nick such bands as
refuse to yield after hard stretching. He should
search for the lumen of the shrunken capsule.
The head and glenoid cavity soon approach each
other, the operator tilting the scapula towards
the head of the humérus, and giving directions
simultaneously as to flexing, extending, abduct-
ing, and rotating the limb, as he sees fit. At the
last moment the head is apt to take a subglenoid
position and refuse to ride over the lower rim of
the socket. Before cutting the ligaments or
sclerosed muscles more widely, as one is tempted
to do, if a blunt hook or retractor be made to
pull the upper end of the humérus straight awayfrom the body, the head can sometimes be dragged
over the lip of the socket by a smart pull at the
critical turn of the manipulation.
(5) The pectoralis major, and, if cut, the minor,should now be reunited by the Harris tendon

suture method, and the skin closed with separate
suture. Drainage should rarely be dispensed
with. This operation is invariably a bloody one,
if the dislocation is of long standing and the
adhesions firm. Good drainage for a few days pre-
vents infection, which can easily take place with
large joint surfaces bathed in wound secretion.
His conclusions are as follows:
(1) It must be considered established that

great force is never justifiable in old shoulder
dislocations.

(2) Few cases can be left unreduced, on account
of pain and pressure symptoms on the brachial
plexus.
(3) Resection is more satisfactory, but not

ideal or wholly safe.
(4) Arthrotomy by the old incisions is tedious,

and never has been widely practiced, but has
shown good results.
(5) Arthrotomy by the author's method is

simplified and made quicker, as well as safer;
it would possibly be as safe as resection, and
much more ideal in results.

21 Revue de Chirurgie, xxvi, No. S.
22 Journal of the American Medical Association, Jan. 27, 1906,

p. 257.
23 Surgery, Gynecology, and Obstetrics, November, 1905, p. 385.
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